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classical; however, it is a very important way of approaching the problem of lymphatic dissemination in local treatment of growths in the lower part of the rectum.
After the completion of endocavitary irradiation, regular follow-up examinations must be made to check not only the suppleness of the scar but also the absence of nodes in the rectal wall. Obviously the discovery of a local recurrence or of a node in the mesorectum is an indication for subsequent surgery.
Results ofTreatment
In Lyons between 1951 and 1967,123 patients with rectal cancers were treated by endocavitary irradiation. All the tumours were invasive adenocarcinomas. Degenerated villous tumours and cancers in polyps were excluded.
Out of 123 patients 34 died before 5 years, 16 from intercurrent disease and 18 from, rectal cancer (8 metastases, only 9 from local-regional spread; one postoperative death). Eighty-nine patients (72%) are alive and well after more than five years: 5 underwent subsequent radical surgery for failure, and 84 are disease-free after irradiation with complete conservation of the intestinal function without any sequelb.
Conclusions
Endocavitary irradiation has many advantages: there is no mortality risk and, if properly applied, very few complications such as perforation, hemorrhage, thrombosis, fistula, or stricture of the rectal lumen. It allows the possibility of subsequent surgery in case of failure. It is a reliable method of curing many early rectal cancers, but if it is to achieve its full curative effect selection must be very careful. It is not only a condition of effectiveness, but also a condition of relative safety in regard to the absence of metastatic nodes. In starting this treatment the radiotherapist must be fully aware of the responsibility he is taking, and must take into account the fact that he is using a nonclassical procedure for tumours which could be classically removed and cured by radical surgery.
Endocavitary irradiation must not be considered as opposed to radical surgery. Both techniques have their place. The use ofendocavitary irradiation may make it possible to avoid permanent colostomy without compromising the chances of cure. The chances of success are based both on local control of the disease and on its potential lymphatic spread, which must be taken into special consideration for each case. Under these circumstances endocavitary irradiation deserves an appreciable place in the management of early rectal cancers, especially in elderly patients and in patients with cardiovascular, hepatic or respiratory disease. The main purpose of preoperative irradiation is to avoid dissemination of viable cells at the time of surgery. Our technique of preoperative irradiation for carcinoma of the rectum is as follows. An 800 rad tumour dose calculated at the centre of the rectum is delivered daily for three consecutive days to a total of 2400 rad. A cobalt 60 teletherapy unit is used in all cases at a source skin distance of 80 cm. A resection is then performed 10-15 days later. Two posterior oblique ports 8 x 15 cm are utilized, with wedges. Results are shown in Table 1 . No serious complications have developed. If we consider the group of cases included in Dukes A and B stages and correct the 5-year survival for postoperative death, the cure rate at 5 years is 87.5%. Only 3 patients died of cancer and 2 of them had anaplastic carcinoma. There are 21 cases in Dukes B1 and B2 stages; of these 81 % are alive and well after 5 years or more. We feel that this result compares favourably with reported results in the literature.
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